Western Medical and Psychiatric practice, anchored to its theoretical base of scientific determinism, tends to interventions that are administrative and prescriptive. This is derived from, and reflected in, the way in which knowledge is constructed, and the use of language. While this pattern of practice often works well in acute, circumscribed physical syndromes, it is usually far less effective when dealing with other, more frequently encountered, patterns of distress. In such situations the doctor needs to develop alternative ways of meeting and understanding his patient, which implies change in the 'metabolism' of language and knowledge. The discipline and discrimination involved in orchestrating these various kinds of encounter may give us a fresh perspective of 'holism'. A clinical case is described and a model presented to illustrate and amplify these principles.
Distress foreshadows and reflects fear and uncertainty in us all, and with it, to greater or lesser extent, the wish for the potent and protective figure or formula that will illuminate our way and absolve us the burdens of confusion, pain and the unknown. In our largest social groups we enact this in our investment in our choice (or extinction of choice) of political leadership, or legal and religious institutions. On our own, or in our most intimate groups, we devise more personal and idiosyncratic beliefs, rituals and protocols to ward off the potential storms or deserts of uncertainty.
Medicine and the healing arts span both these realms. At the public level, the doctor's white coat, his portentous professional institutions, and quasi-militaristic career structure all serve, in large part, to convey a variety of images, notions and experiences that create a sense of authority, confidence and safety. At a more private level, the doctor's use of technical language, and the way in which he makes physical contact with a patient, have the same psychological and social aims of ritualizing control, management and predictability. Such behaviours work best when they are harnessed to visible and effective problem-solving, such as an acute surgical emergency, but the further we depart from this type of situation, the more problematic this style of approach may become.
There are many kinds of distress which come to many kinds of healers where this type of structured and prescriptive manner becomes, at best, cumbersome, ineffective and insensitive, or at worst, infantilizing, insulting, injurious, and even corrupt by way of engendering unwarranted helplessness or damage in the recipient. It is, perhaps, the doctor's most challenging and unending task of selfeducation to discriminate when, how and to what degree to structure, define and manage what a patient brings to him in order to confer authority and predictability on the situation, and when, rather, to abandon such predication so that new forms of knowledge and interchange may evolve, which themselves spawn their own kinds of diagnosis and healing.
To understand more fully the roots and ramifications of these issues, we need to look at how we build up 'knowledge' and how this is transmitted or changed by the use of language. Both of these 'elements' -cognition and linguistics -are mechanisms underlying the more observable 'compounds' of patterns of practice that will be considered. For this reason a brief theoretical diversion is offered here to underpin considerations of language and knowledge that run as developing themes through this paper. It will be seen that such apparently 'academic' notions have an important, even determining, relationship to the important issues of dependency, autonomy, responsibility and awareness that many regard as crucial factors in healing and the maintenance of health.
Dialogue: the preliminary encounter
When any two individuals come together to relate and to communicate, each has his own 'framework of experience'. This comprises awareness of himself and the external world (percept); his ideas, theories or expectations concerning himself and the world (concept); and a feeling state accompanying these two (affect). Figure 1 illustrates this as a coherent system, the circle encompassing the triangle denotes the individual's framework of experience at the time of the interchange, expressed verbally in this kind of encounter in 'individual language', where each participant's utterances remain relatively uninfluenced by the other, and thus idiosyncratic.
In a 'dialogue', then, there is a free interchange of these components of experience, so that each will bring to the encounter elements of all three in his own manner, as a kind of exchange. Importantly, in the realm of dialogue, the experience and language of each participant remains autonomous of the other so that a 'free-trade' situation operates, as indicated in Figure 2 . Note, also, that there is a distance between the two, which buffers each individual from any unwanted 'trespass', invasion or inclusion by the other.
There are, evidently, innumerable everyday examples of dialogue where individuals make contact in a manner that retains, intact and separate, the framework of experience of each participant. Let us look at how this operates in a typical and authentic medical situation. As before, let us distance ourselves a little more from this situation and look at the emergent patterns. Mrs G's mosaic of physical sensations, thoughts and feelings has been sampled by Dr J., who has reorganized and redefined them according to his own method of perception (the physical examination) and conception (his deductive process of making a medical diagnosis). His own feelings while doing this were not within his awareness, partly because they did not fit into this way of 'diagnosing' a patient's problems. Mrs G came to the doctor with `dis-ease' which she expressed in her own language, but could find no personal meaning for; she leaves him with `disease' which is now expressed in the doctor's language, and to which he confers a meaning, which he must explain to her. Her own framework of experience with regard to her symptoms has become engulfed by the doctor's concept.
A consequence of her suffering from 'disease' rather than `dis-ease' is that she can do little about it, except obey the doctor's instructions. It is as if her dis-ease, which has become transformed into disease, is now the doctor's property, though unfortunately residing in her body; he knows about it, defines it in his language, `treats' or 'manages' or 'cures' the affliction, which she accommodates as an involuntary host. This process of 'didacticism' is illustrated in Figure 3. . Note that the 'Free-Trade' profile of the dialogue has changed into a 'take over', where one has 'engulfed' the other; the interchange now is not 'free', but organized and structured by one (the doctor), while the other (the patient), becomes a passive recipient. In the illustration, the patient is shown as being largely encompassed, which is true in a psychological and social sense as long as they are together, and is one of the most important features of this didactic approach. The patient here is protected and carried much as a kangaroo in its mother's pouch and, as in this analogy, it necessarily involves an abdication of autonomy, self-definition and selfdetermination on the part of one of the parties, while the other takes on these functions for the two of them. Didacticism is thus part of the way 'regression' and 'dependency' become organized professionally. Whether or not this is welcome, or ultimately advantageous to one, or other, or both parties is a complex issue which will be explored later. Clearly, if Mrs G, for example, was overcome with acute and severe chest pains and breathlessness, she would almost certainly welcome the opportunity to abdicate all responsibility for understanding or reacting to her 7 experience while critically ill. On the other hand, the excessive or ill-timed use of didacticism will lead to unwarranted intrusion and control, with its later sequels of passivity, resentment and 'guerrilla warfare' of the psychological kind.
In Figure 3 , which may illustrate Mrs G and Dr J., Mrs G is not totally encompassed, retains her own boundary and a space between the two. She still knows who she is, and can 'squeeze her way out' of this didactic arrangement if she so chooses. This is not so in extreme forms of didacticism. Within the healthcare field this would be illustrated by the critically ill patient in an intensive care unit who is physically encompassed by technology, or the institutionalized mentally ill who are contained and surrounded by a hospital environment. Such a situation is shown in Figure 4 , and the analogy here could be made with the baby in utero; protection enclosure and dependence are complete -there is little possibility here for the self's assertion or expression. The process and outcome of this last situation are clearly very different from the other two. Dr H. did not here attempt to quickly subsume his patient's account of her experience to his own prior concepts, but allowed himself a period of uncertainty, where various notions and possibilities were invented in the moment and could be offered to Mrs G to sample, 'play with', explore, develop or discard as she wished. In doing this, the doctor paid equal attention to all the fragments of percept, affect and concept arising in both he and his patient; his own 'heaviness of heart' when she walked in the room was seen not as a contaminating influence to the medical interview, but as a potentially valuable emanation or expression which could be explored to find some kind of shared meaning. This intimacy, necessary for, and generated by, dialectic is crucial to certain phases and aspects of healing. In situation 3, Mrs G had the sense of both understanding and being understood in a way that involved her own creativity and participation in the construction of the common language she achieved with her doctor. This being so, she felt empowered, dignified and compassionately accompanied in the experience, and enhanced in her capacity to clarify and express more. It is a fundamental psychodynamic principle that conflicts and dilemmas that remain unexpressed, unclear and unshared with others become amplified inside us and likely to become manifest in symptomatic difficulties. The act of understanding and entrusting our difficulties with another is often the first step in mastery and resolution. An important distinction should be made here between didactic and dialectic forms of insight and understanding. If Dr H. had prematurely said to her: `Part of your problem is that you have a masked depression. Your chest pain is due to you not letting go of Harry', he may have been correct and have been saying something similar, in content, to what he and Mrs G had arrived at in situation 3. However, this didactic insight would have been inflicted on her, and would be far less likely to be helpful; the essential processes of trust, rapport, mutuality and common language are missing, and Mrs G becomes, as she was in situation 2 with Dr J., the passive recipient of the doctor's organizing concepts.
Dialectic: the intimate encounter
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The art of integrating science Perhaps, though, Mrs G needed to pass through a phase where she abdicated any knowledge of, or responsibility for, her symptoms and be cared for and defined by an authority figure, as she was by Dr J. In such a situation she may not have yet had the internal resources, or known Dr H. well enough, to have entrusted him with the faltering first steps involved in self-exploration and intimate disclosure. In short, she may have needed `treatment' by Dr J.'s organizing scientific concepts -didacticism -as a necessary phase or 'regression' where she felt protected, unchallenged and unalone. Only later, with the passage of time and the development of dialogue with Dr H., could she go on to take some responsibility for, and see some meaning in, her symptoms. The shared development by which this happened -dialectic -passed from a 'treatment' to a `therapy' situation, where the doctor was more responsive to, but less responsible for, Mrs G The framework of understanding, and the language used to achieve this, changed from the doctor's scientific ideology to an `existential' mode, jointly formulated. Figure 6 illustrates the shifts involved in the three different kinds of encounter and the processes by which they occur.
Scientific medicine, as traditionally conceived and practised, involves a transmutation by the doctor of the dialogue he has with the patient, so that the patient submits to the treatment and abdicates responsibility for his distress. If either partner does not wish to continue this, or the treatment does not work, then, if the two wish to go on together, there must be a renegotiation through dialogue. If both are willing, able and motivated to find a more personal understanding and language for the problem, then there is a shift to a dialectic via the development of empathy. The naming of this change as 'therapy' (as opposed to 'treatment') implies the increased responsibility and activity of the patient. This can be abandoned by either renegotiation to dialogue, or reversion back to the treatment situation.
Where one of the partners wishes to change the form of the encounter unilaterally, without some readiness on the part of the other, then certain defensive or sabotaging strategies will be used by the one pressurized to change. For example, the doctor who makes a premature shift into didacticism by diagnosing, say, premenstrual tension, is unlikely to get the patient to take the medication as prescribed. Another common example of this is the patient labelled 'schizophrenic' who will not adhere to drug regimes. The psychiatrist might say -didactically -that the patient's noncompliance is part of his 'schizophrenic illness', but it may instead reflect the psychiatrist's personality and training whereby he is resistant to, or incapable of, meeting his patient in a dialogue or dialectic.
While 'protest' and 'sabotage' occur at largely conscious levels, 'resistance' operates unconsciously to defend a person against the authenticity, closeness and selfresponsibility that ensue in any shift toward the intimacy of dialectic. Psychoanalytically, this term has traditionally been applied (didactically!) to patients, but it often works the other way round. Most hazardously in psychiatry, there is frequently a rapid moulding of a patient's communications so that they will fit into the doctor's diagnostic and treatment schemes; those that cannot be so tailored are either simply not heard or seen, or dismissed as lacking in 'clinical significance'. The fact that the doctor's didactic pronouncements and plans are often not effective may not lead him to renegotiating a dialogue, or attempting to construct a common language with his patient. In his own, and his profession's form of resistance, he may fall back even further into his didactic position by, for example, elaborating theories of 'psychopathology' of the patient's condition -an attitude and endeavour which may be institutionalized and applauded by his colleagues but, paradoxically, lead to increasing alienation from his patients. Such a doctor's investment in maintaining a didactic position is often based on a fear of the reverse; that he himself becomes the one that is dependent, turbulent, powerless or vulnerable.
Didacticism, at least while it operates, seems to confer immunity against such perils; the illusions, mechanisms and trappings of this have been dealt with in a previous article. 2 Even if the doctor is not resistant to shifting away from his didactic position, many of his patients will be. The investment in another person for certainty, the power of transformation, warding off dangers of the unknown in ourselves and the world around us may be an illusion, but a comforting one. Authoritarian relationships and institutions often provide, too, a certain security and familiarity.
Freedom and autonomy are often too much of a challenge and a burden. In this situation the patient clearly wished his doctor to assume a didactic role and `treat' a `disease'; he resisted any attempt she might make to destructure their familiar roles, so that he might become more self-governing, self-responsible or selfaware by exploring the basis of his dis-ease. He wanted to be a patient. It can be seen here how the doctor wished to redefine the problem existentially, while the patient wished to continue with an organic or deterministic approach to his problem. Here lies a central ideological distinction between the dialectic and didactic approach.
Didacticism tends to scientific determinism and the notion of mechanical disease, which can only be cured by the expert. Dialectic is an activity arising from an existential outlook, with an emphasis on pursuing personal responsibility and creating personal meaning. Psychotherapy, an area whose psychological and social politics is quite as difficult as conventional medicine, has practitioners whose method is often dominated by one of these modes. The orthodox psychoanalyst, for example, works on the assumption that the patient's 'psychopathology' depends on unconscious processes that only a trained psychoanalyst can understand and treat;
Freud himself talked of patients 'submitting' to analysis. Existential psychotherapists, in contrast, emphasize mutuality, authenticity, intimacy and the attainment of common language as being therapeutic; there is here no prescribed treatment or organizing technical language.
Clearly, in medicine, psychiatry, psychotherapy and all other forms of healing, we need to be able to shift with great dexterity between all three approaches with those that came to us. The skills of negotiating in dialogue, taking responsibility didactically, declining responsibility but allowing a new responsiveness in dialectic, are all cornerstones in the rich pattern of human intercourse that make up the healing arts. As in most other forms of intercourse, the problems arise when we are out of touch with one another's internal worlds, or wanting to interact in the external world in different ways. For the healer rigorously trained in the didactic sciences, it often requires a significant change and development of personality to foster equal skill in the artistic exercise of dialectic. The perennial and rather simplistic question:
'Is Medicine an Art or a Science?' can be reformulated more precisely and meaningfully by asking instead: 'How can we, with art and empathy, apply our medical science, and what is the science of applying this art and empathy?'. It is
